clinical contributions
Domestic violence, now often referred to as intimate partner violence, is a common, costly, complex health problem. An estimated 5% to 14% of US women are currently living in abusive situations, and 22% report assault by a domestic partner during their lifetime. 1 But addressing domestic violence in the health care setting is very complexdisclosure, seeking services, and recovery are all challenging. 2 Despite recommendations from most professional organizations 3 and clinical practice guidelines, screening for domestic violence in the health care setting remains infrequent. 4 To address the complexities of domestic violence for patients as well as for health care providers, an innovative systems-model approach was developed and tested at a Kaiser Permanente Northern California (KPNC) facility in Richmond, California 5 and is currently being implemented at all facilities in the KPNC Region.
Description of Program
The systems model approach consists of four interrelated components: 1) a supportive environment, 2) screening and referral, 3) on-site domestic violence services, and 4) links with the community (Figure 1) .
A supportive environment is established by using the physical environment of the facility to inform Health Plan members that domes-tic violence is an important issue and to encourage members to discuss domestic violence with their health care practitioner. Materials developed to convey this message include, among other items, a poster displaying a message of hope, a patient brochure, and resource information sheets designed to be posted in examination rooms and in restrooms (sometimes the only place where a victim has privacy).
Routine screening for domestic violence and referral to appropriate services are provided by clinicians during clinical encounters.
During departmental meetings, focused staff training emphasizes simple, direct questions and is supplemented by referral-related feedback to clinicians and materials to facilitate their work (eg, toolkits, examination room posters, member information materials, and pocket reference cards outlining clinical practice guidelines).
Referral to on-site domestic violence services was designed to be simple and familiar and to ensure easy access to a mental health clinician and to information about domestic violence hotline numbers. 
clinical contributions
Mental health clinicians (eg, LCSW, PhD, MFCC) receive training in domestic violence assessment and intervention and provide victims with a danger assessment, safety planning, information about resources in the community, and (in some facilities) an on-site support group. Linkages to community agencies improve access to necessary services, such as a 24-hour crisis line, emergency housing, and legal assistance. In some communities, a crisis response team from the local advocacy agency is available to provide immediate assistance at the KP facility.
Pilot Project
A yearlong pilot project was conducted in 1998 at a KP facility caring for 71,000 members (19,000 women aged 20-60 years) in Richmond, California.
The number of members identified and referred to mental health services for domestic violence increased 260%, from 51 referrals (during the preimplementation year) to 134 (during the first postimplementation year). Referrals increased across all departments, including medicine, obstetrics/gynecology, psychiatry, and emergency. A substantial number (18) were self-referrals. (Referrals have also continued to increase in each subsequent year.) 6 A telephone survey adapted from a survey used in the KP Northwest Region 7 was administered to a random sample of women Health Plan members seen for a regular checkup, either before implementation of the program (n = 190) or after its implementation (n = 201). Results of this survey showed statistically significant improvement in patient recall of being asked about domestic violence (p < 0.0001); improved patient awareness of domestic violence prevention information available at the KP facility (p < 0.0001); and satisfaction with KP efforts regarding domestic violence (p < 0.0001). 8 On the basis of greatly improved screening and referral for domestic violence, the KPNC Family Violence Prevention Program was chosen as the gold winner of the American Association of Health Plans/Wyeth HERA award for 2003. This award is presented each year to health plans for exemplary programs that advance quality in women's and children's health. 9 The KPNC Family Violence Prevention Program was also highlighted in a 2002 Institute of Medicine report as one of three health care institutions that successfully used systems change models for preventing intimate-partner violence.
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Expansion to all KPNC Facilities
Because of the success of the pilot program, the coordinated "systems-model" approach to family violence prevention is now being implemented at all KPNC facilities. To facilitate dissemination of the program throughout the region, resources were allocated for a clinical lead (a part-time physician), project manager, and assistant. This 
A Program That Works
The Family Violence Prevention Program has helped KP to realize its mission to "improve the health of our members and the communities we serve" by developing strong ties to the community.
Examples of this community outreach:
• Adoption of "There is another way …" poster in multiple communities throughout the United States. In 2002, "Improving Domestic Violence Prevention" was selected by the KPNC Department of Quality and Utilization in collaboration with the KPNC Behavioral Health Quality Improvement Committee as a way of demonstrating implementation of a behavioral health guideline, a National Committee for Quality Assurance (NCQA) standard. All three baseline requirements-an interdepartmental referral protocol, an MD/ NP champion, and a multidisciplinary domestic violence prevention implementation team-have been met throughout the region. As a next step, the team developed two performance measures-percentage of target population identified and percentage of target population receiving appropriate referral. These measures are similar to those used to track improvement in conditions such as depression and are being used to monitor performance over time and between facilities.
I N N O V A T I O N
11
Analysis of Expansion
During the past four years, active dissemination of the domestic violence prevention program has been underway in KPNC, where data from an outpatient diagnosis database has shown a threefold increase in Health Plan members (both men and women) identified as currently affected by domestic violence (Figure 2) . A notable trend is that identification is shifting to less acute settings, such as primary care ( Figure  3 ): This trend suggests that these members are being identified before they present to the Emergency Department with a physical injury.
Although identification is improving dramatically, a substantial gap remains. Using a conservative prevalence rate of 4% for domestic violence in the previous 12 months, [12] [13] [14] approximately 46,000 women members aged 18-60 years are currently affected by domestic violence. The data show that only about one in ten of these KPNC women members are identified and offered appropriate services. The opportunity for improvement is clear.
KP is the first health plan to tackle this cross-cutting issue and to show substantial results from doing so. 
